Billing Tutorial

Direct Data Entry (DDE)




Introduction

This tutorial outlines the process to submit
bills via Direct Data Entry (DDE) in the
WCMBP Provider Portal. The following
information will be covered:

A Overview
A Submitting Bills in the WCMBP System
A Bill Submissions via DDE
A Professional
A Institutional
A Dental
A Retrieve Saved Bills




Submitting Bills in the WCMBP System

Select a Provider ID Number to continue to the Provider Portal:

How it works:
Available Provider IDs:| 700 v
Log in to the WCMBP System. The system will display the ©c
def ault o0Select a provider Number & naane Sel ect t he
appropr | at e pro fi1 1] e O Ext Pr o : r Select a profile to use during this session: ) fro
drop-down. EXT Provider Bills Submitter viooco
Bills v

e Sel ect -linehBdls En®/hlink under Bills. Bill Inquiry
View Payment
\ Bill Adjustment/Void
Resubmit Denied/Voided Bill

Retrieve Saved Bills
Manage Templates
Create Bills from Saved Templates
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Bill Submission

Provider Portal

© Close

After the provider selectsthe"™On-1 i ne Bi Il Il s Entryo hyperl i nk,
type of bill they are wanting to complete and submit for payment consideration.

Bill Submission

t

Choose an Option.

Submit Professional

Submit Professional

Submit Institutional

Submit Institutional

Submit Dental

Submit Dental

h e
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Submitting aProfessional Bill
In the WCMBP System




Submitting a Professional Bill in the WCMBP System

aThe provider wil/l select the o0Submit Professional 6 hype
© Close

Choose an Option.

Submit Professional | Submit Professional

Submit Institutional Submit Institutional

Submit Dental Submit Dental
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Provider Information

aThe provider must select the program of the clai mant th

Note: Provider information such as: (Provider ID, Provider Name and Address) will be displayed based on the profile of
the provider that is logged in.

Basic Bill Info

Special Bill Indicator: NONE v

Program: o Submitter ID: N |

#  PROVIDER INFORMATION

BILLING PROVIDER INFORMATION

Provider ID: ] Type: OWCP ID % Taxonomy Code:
Provider Name: Total Body Care

Address Line 1: | " Address Line 2:

Address Line 3:

City/Town: N | ~|*
State/Province: N | ~ |
County: N | ~|*
Country: UNITED STATES Vi

Zip Code: N | > © Address
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Provider Informationd Cont.

Step one of completing the Professional bill is the
section titled "Is the Billing Location also the Service

Step two of completing the Professional bill is the
section titled "Is the Billing Provider also the

Facility Location?" Rendering Provider?6

This section wil |l automatijcdhly decaulon twol'lVYBISLtd®mMaft itch
address for the billing location is different from the Billing Provider and the Rendering Provider are the

practice address, the provider should select "NO." same, the provider should select "YES."

Note: | f you answer ONo,O0 thg dJiote:d feympandz.l eEnt eMNot, et he
Servicing Facility Provider ID in the Servicing Facility select the rendering provid
Provider ID field, and select NPI from the Type drop- ID, Type, and Taxonomy Code fields.

down.

> 6 |5 the Billing Location also the Service Facility Location? (®Yes (_No

9 |5 the Billing Frovider also the Rendering Provider? ( Wes (N0 «—
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Provider Informationd Cont.

Step three of completing the Professional Step four of completing the Professional bill is

bill is the section titled "Is the Billing the section titled "Is the Service the result of a

Provider also the Supervising Provider?" referral?"

This section will automatically default to This section wil |l aut omat i
oYes . " | f the Billing Pr o)pi theservide s a ksult of sereferral,tthe providen

the Supervising Provider, the provider should select o0Yes. "
should select oO0No." Note: 1 f you select o0Yes, o6 th

Note: | f you select ONo, 6 t he| gandskeled theprefamridgprovider details in the
Enter and select the supervising provider Provider ID and Type fields.
details in the Provider ID and Type fields.

> 6 Is the Billing Frovider also the Supervising Provider? (®es ( No

9 Is this service the result of a referral? ( es (@No <
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Claimant Information

°In this section, the plrEmterithd €laimamtiDl | enter the

necessary information about the claimant. 2. Select the Type: (Case Number).

Some fields are mandatory, and others are _ b

optional. The mandatory fields have an Note: DCMWC & DEEOIC can enter SSN or Case Number.

asterisk "*o. Note: Once the Type (Case Number) i s
and Date of Birth (DOB) will be displayed.
3. Enter the Cl ai mant 6s Date of Bi

1 4. Select the Gender of the Claimant (F Female/M-Male/U-Unknown).

il CLAIMANT INFORMATION °

CLAIMANT

Claimant ID: & Type o

Last Name: [ First Name:

Middle Name: Suffix:

mm dd ceyy
* * * *
Date of Birth: Gender: Y
mm dd coyy
Date of Death:
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Third Party Liability Amount

0 In this step, complete the Professional bill section titled "Does Bill have any Third Party Liability

Amount?"
Thi s section wil | aut omati cal | yParty@raunt o be ligtea, Wil NO. 6
the provider select "YES. OO

Note: If "YES" is selected, the provider must enter the amount.

&9 Does Bill have any Third Party Liability Amount? @iYes (No
Third Party Liability Information

v

Third Party Liability Amount:
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Bill Information

°In this section, the provider wiill enter the necessary

pertaining to the service provided to the claimant. LA AL
[+] RELEVANT DATES

Enter Relevant Dates, a Prior Authorization Number and/or a Bill Note. ' | prior AuTHORIZATION

Frior Authorization Number:

Note: These are not required fields. Click on the+ to enter Relevant
Dates or a Bill Note,anddt o mi ni mi ze 1t i f i tosswpnegrE | onger needed.

=) RELEVANT DATES

mm dd ccyy mm dd ccyy i . i .
Onset of Current llinessisymptom Date: Admission Date: Thls Dlalogue BOX WI” Open al |OW|ng

mm  6d  copy mm  dd ooy you to enter Relevant Dates related
Discharge Date: Assumed Care Date: tO the SerViceS ]

mm dd ccyy mm dd ceyy
Relinquished Care Date: Hearing or Vision Prescription Date:

This Dialogue Box will allow you to enter a Bill Note £ BILL NOTE

related to the services. Bill Note:

Note: Up to 80 characters can be entered. Characters Remaining: 80
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Bill Informationd Accident Related

0 Is the bill accident related?

. ~ A i AA-AUto Accident )
Note: | f 0 Y eso Is selected, EM-Employment Re lR@Iéte%l %auses Options
Causes Information. OA-Other Accident

g * |s this bill accident related?  (@iYes (No

RELATED CAUSES INFORMATION

Related Causes: 1 v 2 R
mm dd ccyy

Auto Accident State: ~ Auto Accident Country us Accident Date: i i

e Is the bill accident related?
BILL DATA
Patient Account No.- Note: | f ONOO i s selected,

Account Number and select the Place of

Place of Service: v Service from the dropdown.
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Bill Information- Diagnosis

Select the diagnosis code category from the Diagnosis Code Category drop-down and enter the diagnosis codes in the Diagnosis
Codes fields.

If applicable, enter the required codes in the Anesthesia Related Procedure, Condition Information, and Delay Reason expandale
sub-headings. Click on the + to add an Anesthesia Related Procedure, Condition Information and/or a Delay Reason, andd to
minimize It I f itds no |l onger needed.

Note:

A Must list all ICD-9 or ICD-10 codes based on the Date of Service (DOS)

A ICD Codes must be listed in sequential order, 212 (cannot skip a number).

A 1CD-9 Diagnosis Codes (applies if DOS is on or prior to September 30, 2015)

A 1CD-10 Diagnosis Codes (applies if DOS is on or after October 1, 2015)

Diagnosis Code Category: | *
Diagnosis Codes: 1 P 2 &F
T & GE 100 11: 122

ANESTHESIA RELATED PROCEDURE
CONDITION INFORMATION
DELAY REASON
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Basic

Enter the Basic Service Line Information:

1.

15

Date of Service Range (when were services g

rendered?)

Place of Service (POS)2 Digit POS Code
representing where services are rendered)

Procedures, Services, or Supplies (enter
the 5-character HCPCS, CPT and/or 2 digit
Modifier)

Charges (list the sub charge for the line
item)

Diagnosis Pointer (enter the diagnostic
reference number (1-12 from bill
information section) to relate the DOS and
procedure performed to the appropriate
DX.

Line Item Information

BASIC LINE ITEM INFORMATION

BASIC SERVICE LINE ITEMS
mm dd ceyy mm

Service Date From: I I ) < o > Service Date To:

Place of Service: v G e

Procedure Code: i < e P Modifiers: 1:
Submitted Charges: $: * G e Diagnosis Pointers: 1
Units/Quantity: i G

Third Party Liability Amount: - e

EMG: v - e
Bill Note: — 9

Characters Remaining: 80

*6-9 Is covered on the next slide.
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Basic Line Iltem Information

Enter the Basic Service Line Information o
Continued: = =

= BASIC LINE ITEM INFORMATION

6. Units (enter the number of units provided

BASIC SERVICE LINE ITEMS

during the DOS range listed) I o _ G e
) ) . Service Date From: - " Service Date To:
7. Third Party Liability Amount (amount that Pl of Senie. ) e
Was pald by a Thlrd_ Party Llablllty (TPL)) Procedure Code: * < > Modifiers: 1: 2: 3 4:
NOte DOL IS prlmary, |eave blank. If IIStedy Submitted Charges: $: ¥ e Diagnosis Pointers: 1 v N v & V| < — e
monies will be deducted from the allowed — "
relmbursement amount' Third Party Liability Amount: G e
8. EMG (Is this an emergency service? Y/N) EMG: V| — @
Optional Bill Note: 9

9. Bill Note (a Bill Note can be entered - up to CharactersRemaning: | 80
80 characters)- Optional
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Bill Informationd Cont.

a Providers can enter a Prior Authorization Number and/or the e Is the Header Service Facility Location also
Rendering/Ordering/Referring Provider NPI numbers if they are the Service Line Facility Location?
different from the header provider information. . , .
Note: | f ONoOO I s select e
Note: These are not required fields. wi | | open to add the
NPl and Address.
Rendering Provider ID (Ifd\ﬁerenl Type: " Taxonomy Code:
from header):
o . ‘
ca ion also the Service Line Facility Location®? {®)Yes (_No
1 © Add Service Line tem | #" Update Service Line ltem
Click oOAdd Service Line 11te
Click on the + to add Line Drug the bill and repeat to add additional lines.
Information, and o to minimize it if it is . . . .
Note: Cl i ck oUpdate Service Li

no longer needed. line item that has been entered.

EFLINE DRUG INFORMATION

National Drug Code: B Quantity: * Unit: vt
mm dd coyy

Qualifier: ~ Prescription/Link No: e
Prescription Date:
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Previously Entered Line Item Information

|l 1T ne 1 tem has bee

n added, the |l i ne 1Ttem I nfor mat
i nk to update or the o0oDel etebo hyperlink to remov:e
Previously Entered Line Item Information
Click a Line No. below to view/update that Line Item Information. Total Submitted Charges: $ 100.00
Line Service Dates Modifiers Diagnosis Pntrs Submitted i
Proc. Code Units
No From To 1 2 3 4 1 2 3 4 Charges Number
02/01/2020 02/01/2020 25100 $ 100.00 1
Once you have entered all line items scroll back to the top of |
the page and c¢click oSubmit Billdéd to submit your bil/l
: : ' © Close © ;M saveBill | @ SubmitBill | | tIReset
Note: You have an option to save the bill and return later or Q ............. s B ................... : © L
Reset the bill if you want to start over. l
Note: Saved Bills wil!/ be av
Saved Bills6é6 menu for a |
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Submitted Professional Bill Detalls

Once the o0Submit Bill 6 tab is c¢clicked, t he Transactio
an option to add an attachment.

Submitted Professional Bill Details A

The 'Submit' button must be clicked to send the Bill for processing. If not,the Bill will be available under 'Retrieve Saved Bills' menu for later submission.

Transaction Control Number (TCN): 12 ==
ProviderID: 70 ||
ClaimantID: 01!
Date of Service: 02/01/2020-02/01/2020
Total Bill Charges: $ 100.00

Please click "Add Attachment" button, to attach the documents. © Add Attachment
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Adding an Attachment

Select the type of attachment you are submitting e Select the Transmission Code from the dropdown.
in relation to the services you are rendering. _
Note: Attachments can only be attached if EL or

Please select one of the option from the Required Fields * and select Line No, if the attachment is for specific Service Line Item. FT IS Se I eCted '

Attachment Type: | 03-03-Report Justifying Treatment | * Transmission Code: AA-Available on Request at Provid v | *

Line No: S AA-Available on Request at Provid

BM-By Mail
#  Please attach the File(s). The File Format must be PDF,TIF, TIFF » EL- El1,[3(}1:[’(}]I"li(}allylr (:)I‘llyr
Filename: I_ Browse.. ) E M- E' Mail
— - FT-FT-File Transfer
e FX-By-Fax

Once the attachment is added, it will be
listed in the Attachment List section. Click

OSubmitéd t o sSsubmitt Yy O %b [ineno D Fike nahe | Attachment Type Transmission Code Attachment Control # File Size  Delete

A Important: Cl i ck OPrint Cover Pageod t 0 MN@RrdordsFound:

Attachment List -~

Uploaded On
or fax the attachments for transmission T I Tr——
codes of AA, BM, EM and FX.
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Submitting anlnstitutional Bill
In the WCMBP System




Submitting an Institutional Bill in the WCMBP System

GSeIect the o0oSubmit Institutional 6 hyperlink to begin er

© Close

Choose an Option.

Submit Professional Submit Professional
Submit Institutional D Submit Institutional
Submit Dental Submit Dental
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Provider Information

a Select the Program of the claimant you are submitting the bill for.

Note: Provider information (Provider ID and Type) will be displayed based on the provider profile of the
user logged in.

Institutional Bill »
Note: asterisks ( * ) denote required fields. Billing Instructions
Basic Bill Info
Provider | Claimant | Bill | Service
Program: I - Submitter ID; | 700031200
PROVIDER INFORMATION A

BILLING PROVIDER INFORMATION

Provider ID: 1 | Type: OWCP ID v Taxonomy Code:

ATTENDING PROVIDER INFORMATION

Provider ID: Type: v Taxonomy Code:

e Enter the Attending Provider NPl number.

Note: Att ending Provider is the doctor overseeing the p
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Claimant Information

0 1. Enter the Claimant ID.
2. Select the Type (Case Number).
Note: DCMWC & DEEOIC can enter SSN or Case Number.

Note: Once the Type (Case Number) is selected, the cl aim
displayed.
3. Select the Gender of the Claimant (FFemale/M-Male/U-Unknown).

CLAIMANT INFORMATION
CLAIMANT

Claimant ID: F Type v [
Last Name: P First Name:

Middle Name: Suffix:

mm dd ccyy
* * * *
Date of Birth: Gender: %
mm dd coyy
Date of Death:
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Bill Information

Enter the Following bill information: T — -

1. Patient Account Number within your P

Organ|zat|0n. Medical Record Number: 4— e

. . . Type Of Facility: v *4_

2. Medical Record Number within your . e

organization. I e_» o om e
3. Select the Type of Facility. o T P T —
4. Select the Bill Classification. Admision Type: V) t—

. Admission Source: [ — e
5. Statement Date Range (Cover Period). m o
Discharge Hour: : —

6. Enter Admission date, hour and minutes.
7. Enter Admission Type (required for

Inpatient Stay Only). ]

. . 1-Hospital

8. Select the Admission Source from the 2.kiled Nursing Typg_ of

d rOpd own. 4:Religious Non-Medical Health Care Institutions - Hospital Inpatient (formerly referred to as Christi FaCI I Ity

5-Re|igious. Non-Medical Health Care Institutions - Post-Hospital Extended Care Services (formerly refe OptIOnS
9. Enter the Discharge Hour and Minutes. oine
8-Special Facility

25 GCNSI



Bill Informationd Cont.

Enter the Following bill information:

1. Select the Patient Status from the dropdown.
Patient Status: P — 9

2. If bill is related to an Auto Accident, enter the State N . — @

where it occurred.

DIAGNOSIS INFORMATION (Do not use decimals or spaces)

3. Select the Diagnosis Code Category. Diagnosis Code Category: — @

4. Enter the Principal Diagnosis Code and also select if RS TR St - — @ Present On Admission:
Principal Diagnosis Code was present at the time of Admiing Diagnosis Code: —©O PPSIDRG.
ad m |SS|On . Reason For Visit: 1: 2 a

OTHER DIAGNOSIS INFORMATION

5. Enter Admitting Diagnosis Code.

CONDITION INFORMATION

6. Enter the Reasons for Visit (Diagnosis Code describing OCCURRENCE INFORMATION
t h e p at | ent O0s Stat e d I e as OCCURRENCE SPAN INFORMATION
Outpatient bills). VALUE INFORMATION

DELAY REASON
Note: Click on the + to add Other Diagnosis, Condition,
Occurrence, Occurrence Span, Value Information and a
Delay Reason, andd to minimize it if it is no longer needed.

26
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Bill Information Cont.

0 When you maximize a section, the respective section will allow you to enter the information that is required on the bill.
Note : Click the O0OAdd Anot her 6 hyperlink to add additiona

[=] OTHER DIAGNOSIS INFORMATION

1 Other Diagnosis Code: * Present On Admission: ~ Add Another

[=] CONDITION INFORMATION

1 Condition Code: il Add Another

[<] OCCURRENCE INFORMATION

mm dd ccyy

1 Occurence Code: * Occurence Date: il i i Add Another e

Does Bill have any Third
Party Liability (TPL)
Amount?

[<] OCCURRENCE SPAN INFORMATION

mm dd ccyy mm dd coyy
*

* * * * *
1 Occurrence Span Code * From Date Through Date: Add Ancther

E VALUE INFORMATION N Ote: I f 0 Y e S é i S
1 Value Code: F Value Amount: $ * enter the TPL amount.

[=] DELAY REASON

Delay Reason Code: v ‘

&) Does Bill have any Third Party Liability Amount? ®)Yes (No
Third Party Liability Information

a

Third Party Liability Amount:
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Bill Information Cont.

a Enter the Prior Authorization Number that
— Yyou want to apply to this bill. (Optional)

= PROCEDURE INFORMATION

Note: Click on the + to add Procedure,
Other Procedure’ Opera‘tlng PhySlClan’ Other Principal Procedure Code: & Procedure Date:
[=] oOther Procedure Information

Operating Physician, Rendering Physician, o
Referring Physician Information and a Bill '

mm dd coyy
"

11 1 1+ 1F i OPERATING PHYSICIAN INFORMATION

Note, and d to minimize it if it is no longer -
Provider ID: " Type: v

needed. =
£ OTHER OPERATING PHYSICIAN INFORMATION
Provider 1D i Type: v

PRIOR AUTHORIZATION £ RENDERING PHYSICIAN INFORMATION
IS Prior Authorization Number: Provider ID: i Type: v

[=] REFERRING PHYSICIAN INFORMATION

PROCEDURE INFORMATION

OPERATING PHYSICIAN INFORMATION provieer > e -
OTHER OPERATING PHYSICIAN INFORMATION g sILLNOTE

RENDERING PHYSICIAN INFORMATION Bill Note.

REFERRING PHYSICIAN INFORMATION Characters Remaining: 80

BILL NOTE

28 GCNSI



Service Line Iltem Information

Enter the Following Service Line
information:

1. Revenue Code
2. HCPCS Code

i SERVICE LINE ITEM INFORMATION

Service Line Items

Note: All Revenue Codes do not require a Retenus Coce: " — o
HCPCS/PrOCGdure COde. HCPCS Code: 97140 G e e - Modifiers: 1: b 3 &
mm ad cecyy
3. Modifiers 8 Optional Sene Dat: ® o
mm dd ceyy
4. List the Service Date and Last Date of Last Date of Sevice »
Service for the Line Iltem senie Unts — 0
. i Total Line Charges: ¥ — e Non-covered Line Charges G e
SerVICe Unlts Third Party Liability Amount G —— a

Total Line Charges

Third Party Liability Amount o
Optional

8. Non-covered Line Chargesd Optional
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Service Line Item Information Cont.

You can enter the Operating Physician/Other Operating Physician/Rendering and/or Referring Providers NPI number
if it is different from the header provider information.

Note: These are optional fields.

Operating Physician ID (If different from header): Type: N
Other Operating Physician ID (If different from header): Type: v
Rendering Physician ID (If different from header): Type: s
Referring Physician ID (If different from header): Type: s

£ LINE DRUG INFORMATION

e Click on the + to add Line Drug Information, — © Moot * - : ) .
Lo . o ational Drug Code: Quantity: Unit: v Qualifier: v
and 0 to minimize it if it is no longer needed.

Prescription/Link No:
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Service Line Item Information Cont.

Click OAdd Service Line I|Itemo
repeat to add additional lines.

Qretada lige itdmi hasdoeen ddeedh the lme t h e
item information added will be displayed.

_ . _ _ Cl,Lick the oLine Nobé h¥l
Note: Cl i ck oUpdate Service Line ltegBeot 8¢t U§ ¢ bt

| da{ eI 1 hRE
that is already added.

: @ Add Service Line Item | | # Update Service Line Item

Previously Entered Line Item Information

Click a Line No. below to view/update that Line Item Information. Total Submitted Charges: $ 200.00

Line Modifiers Dates
Revenue Code HCPCS Code

No L |2 |z |a |service Date liast DOS Units Charges Non-covered Charges
0320 02/20/2020 02/20/2020 2 $ 200.00 ——
e Once you have entered all line items scroll back to | © Close save Bl | | @ submit il | |1 Reset |
the top of the page and cl i ¢ck—Subm—+—B+++o6—t—e—sdbmit
your bill. l
Note: You have an option to Save Bill and return . . .
p Note: Saved Bills wil/l be avail ab
later or Reset the bill if you want to start over.

menu for a later submission.
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Submitted Professional Bill Detalls

Once the oSubmit Billd button is clicked, the Transa
give you an option to add an attachment.

Submitted Institutional Bill Details A

The 'Submit’ button must be clicked to send the Bill for processing. If not,the Bill will be available under 'Retrieve Saved Bills' menu for later submission.

Transaction Control Number (TCN): 12 ===
Provider ID: 70 m
Claimant ID: 01
Date of Service: 02/20/2020-02/20/2020
Total Bill Charges: $ 200.00

Please click "Add Attachment" button, to attach the documents. © Add Attachment
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Adding an Attachment

Select the type of attachment you are submitting
in relation to the services you are rendering.

Please select one of the option from the Required Fields * and select Line No, if the attachment is for specific Service Line ltem.

Attachment Type: | 03-03-Report Justifying Treatment “ * Transmission Code: = AA-Available on Request at Provid ~  *

Line No: ~

& Please attach the File(s). The File Format must be PDF,TIF, TIFF -~
Filename: I Browse. . "

©o0K | | © cancel

Once the attachment is added, it will be
listed in the Attachment List section. Click

Attachment List

0 S u b ml t C,) t () S u b m| t y (x]uLirle‘No Itl}‘N;Emel lAttat.:hTinthe
Important: CI i ck OPrint Cover Pageo t

or fax the attachments for transmission
codes of AA, BM, EM and FX.

Select the Transmission Code from the dropdown.
Note: Attachments can only be attached if EL or FT
IS selected.

AA-Available on Request at Provid

BM-By Mail
EL-Electronically Only
EM-E-Mail

FT-FT-File Transfer
FX-By-Fax

Transmission Code Attachment Control # File Size  Delete Uploaded On
AY AV AY AY AY

0 Fﬁﬁacoi'ds Il'ound !

B Print | & Print Cover Page | | €@ Submit
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Submitting aDental Billin the
WCMBP System




Submitting an Dental Bill in the WCMBP System

GSeIect the oSubmit Dental o hyperlink to begin enter

© Close

Choose an Option.

Submit Professional Submit Professional
Submit Institutional Submit Institutional
Submit Dental | <= Submit Dental
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